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N 848 1200-8-6-.08 (18) Building Standards N 848 N 848 1200-9-6-,08 (18) Building
Standards
(18} It shall be demonstrated through the
submission of plans and specifications that in How the corrective action(s) will be
each nursing home a negative air pressure shall accomplished for those residents
be maintained in the soiled utility area, toilet found to have heen affected by the
room, janitor ' s closet, dishwashing and other deficient practice.
such soiled spaces, and a positive air pressure
shall be maintained in all clean areas including, On 12/02/13, the trash, soiled-linen and j2, / ‘.L/ 13
but not limited to, ¢lean linen rooms and clean Biohazard bins were permanently
utility rooms. removed from the 400 hall storage
. closet and placed in the 400 hall
"’ shower room, on storage side.
This Rule is not met as evidenced by: How the facility will identify other
Based on observation, it was determined the residents having the potential to be
facility failed to maintain a negative pressure in affected by the same deficient
soiled utility areas. practice. =
The finding included: All residents have the potential to be
affected. '
Observation on 12/2/13 at 9:45 AM revealed the
supply closet in the 400 hall did not have an The Maintenance Director will be
exhaust. The closet contained a trash bin, soiled responsible for monitoring 400 hail
linen bin, and bichazard bin. closet and add 400 hall closet to weekly
~ check list,
This finding was acknowledged by the
* | maintenance director and the facility administrator What measure will be put in place or
during the exit conference on 12/2/13. systemic changes made to ensure that

the deficient practice will not occur.

On 12/4/13, The Maintenance Director :
added the 400 hall closet area to 12/ 4 / 3
Maintenance Facility Rounds Checklist
to monitor the ¢loset for proper storage

items.
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N 848 '" How the facility will monitor its
corrective actions to ensure the
deficfent practice is being corrected
and will not reoccur
The Maintenance Director will bring
400 hall check list to the Quality
Assurance Performance Improvement
Committee meeting monthly, for (3)
months and then PRN, if needed. The
Quality Assurance Performance
Improvement Commiittee members are
the Administrator, Director of Nursing,
Staff Development Coofdinator, Social
Services Director, Maintenance
. Director, Business Office Manager, . '~
" Dietary Manager and the Medical
. Director.
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